Implementation of effective procedures can be thought of as bridge building. This bridge spans the gap between research and practice. The bottom line for the implementation bridge is to get things to work. Worldwide, a science of implementation has emerged, driven by persistent problems in applying scientific discoveries. This work is informed by research on dissemination that dates back to the 1960s, but implementation science is now being shaped by researchers in applied fields such as health services research and public health.
1,2 Implementation research is crucial for the dissemination of procedures to improve patient safety.
The era of patient safety is now 20 years old. We still need evidence on how to make care safer. But we do know more about influential factors and effective interventions. This is especially true for some topics such as infection control and prevention, the importance of systems and safety culture, and engaging patients and families. In these cases, the evidence gap that existed 20 years ago has been superseded by an implementation gap. The task today is to ensure that interventions known to be effective are applied reliably to all patients who need them-and fit the local culture, system, and resources.
On March 2 and 3 of this year, patient safety experts, key international organizations, and highlevel government delegations from ministries of health in 49 countries assembled in Jeddah, Saudi Arabia, on the banks of the Red Sea. A key goal of the Summit was to maintain the momentum for global patient safety, especially to carry it forward in Low and Middle Income Country (LMIC). This need was documented by three recent core documents. [4] [5] [6] According to WHO, unsafe care in LMIC contributes to 2.6 million deaths annually. 4 Loss of productivity due to poor quality care has been estimated to cost LMICs between $1.4 and $1.6 trillion per year. 5 Perhaps the most lasting product of the Summit was the Jeddah Declaration for Patient Safety 2019. 7 A foundation of the Declaration is that there is an increasingly mature evidence base for effective patient safety practices; it is now imperative to accelerate implementation of those practices, to move forward collectively with a vision to improve care delivery systems and patient outcomes worldwide.
Of the 11 items in the declaration, the first was that all parties agree to promote patient safety in LMICs. All countries are encouraged to work closely with LMIC to promote patient safety in these countries.
A second item was to invest in workforce knowledge and safety, as these are crucial drivers of patient safety. It was emphasized that workplace physical and psychological safety is paramount for patient safety for both patients and health-care workers. Accordingly, countries are encouraged to adopt national policies to assure that second victims are supported within health-care facilities, hospitals maintain appropriate nurse staffing and skill mix, undergraduate health profession schools embed patient safety and improvement science in their curricula, and education be more interprofessional.
A third item was to support implementation and the sustainable scale up of patient safety interventions at national and global levels. Financial and human resources are finite, and this process will help to maximize the value of existing patient safety evidence.
But to implement proven strategies, each health-care system has its own additional work to do. Two kinds of knowledge are needed to build an actual bridge: generalizable knowledge and local knowledge. Generalizable knowledge includes the laws of physics and the principles of engineering, both needed to design a bridge that will stay up. But constructing each bridge is a unique engineering task. Engineers need local knowledge of the specific location and context, like the composition of the soil and expected traffic, to build a bridge that works and endures.
For procedures to improve safety in a specific time and place, each health-care setting has its own unique implementation task. An intervention that has been shown to be effective in one setting may be ineffective in another. An efficacious intervention embodies generalizable evidence and knowledge. But successful implementation requires local knowledge about the organizational culture, resource availability, and the beliefs and attitudes of providers and patients at the site. This is true of the application of safety solutions developed primarily in high-income countries, to LMIC settings. Here, there are differences in organizational and community culture, financial constraints, and limitations in available resources. For example, effective strategies to perform hand hygiene can be frustrated by the lack of running water or supply of alcohol for hand rub. Perhaps the most useful solutions that can be used directly out-of-the-box are frameworks and strategies to promote implementation by understanding context, identifying potential barriers, and intervening to overcome them. 8 Other important events at the summit included the first day's scientific program, which featured world renowned patient safety experts. Day 2 was marked by high-level statements of commitment from WHO Director General Tedros Gebreyesus, Ministers, and heads of delegations from governments of the UK, Germany, Japan, and Switzerland, among others. There was also participation by key non-governmental organizations such as the International Council of Nurses, International Society for Quality in Health Care, the International Alliance for Patients Organizations, and the International Pharmaceutical Federation. A total of 1497 people attended in total.
There were also important announcements at the meeting. WHO launched "5 Moments for medication safety" as part of its Third Global Patient Safety Challenge, "Medication Without Harm." 9 An associated mobile app "My5Medsafemoments" aims to engage and empower patients in the medication use process to reduce the risk of harm. A proposal to establish a World Patient Safety Day, first broached at the London Summit by the delegation from Oman, will be considered at the 2019 World Health Assembly. If confirmed, the first World Patient Safety Day will fall on 17 September 2019.
Papers in this issue of the Journal echo some of the key themes from the Jeddah Summit. Fahim and colleagues developed a method to measure the quality of their institution's multidisciplinary gastrointestinal cancer conference, a meeting that can improve diagnosis and quality of care. 10 They were wise enough to evaluate if the tool could be reliably applied and hence used more broadly.
Reynolds and colleagues describe implementation of an approach to reduce the use of seclusion and restraints in youth with severe psychiatric illness and found a reduction in the use of both of these undesirable procedures. Although the study design used a prepost design, a strength of the paper was a detailed description of the intervention. 11 Smith and colleagues describe lessons learned in implementing Communication and Optimal Resolution (CANDOR), a comprehensive approach to disclosure of adverse events that includes resolution with patients and families. Their description of barriers encountered and steps taken to overcome those barriers is exemplary. 12 The power of the meeting in Jeddah and its predecessors is that they help remind leaders about the broad impact of unsafe care in every country, how much they have in common with one another, and how much they can do collectively and at home. An interesting phenomenon is the healthy competition that seems to develop among leaders, to see who can commit most to improving safety. This is the kind of competition we would like to see more of. The Global Ministerial Summit series is helping those leaders to use their political influence to bridge the gap between knowing and doing and to achieve greater patient safety.
We look forward to the 5th Global Ministerial Summit on Patient Safety, to be held next spring in Switzerland.
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